maleficence), and respects self-determination (autonomy). A public health approach focuses more on distributing healthcare resources effectively (utility) and fairly (distributive justice). At a time when population needs are increasingly highlighted, we should note the paradox that contemporary clinical practice is already pervaded by the paradigm of shared decision making with its emphasis on individual patients' needs, values, and preferences. 7 This paradigm is grounded in respect for patient autonomy 8 and may be difficult to reconcile with priorities of population health that are grounded in utility and distributive justice.
Sometimes the ethical tension between patient-centred and population-centred considerations may be passed over, even when contrasting ethical principles relevant to the tension are defined. 9 At other times the tension is explicitly addressed and may be seen as potentially irresolvable. 4 The tension presents dilemmas for ethicists and problems for administrators. But it is particularly challenging for clinicians whose sensibilities have been formed by an overriding sense of responsibility to meet the needs of the individual patients they see, hear, and touch. An awareness of the stressful nature of this tension can be found in other special clinical contexts, such as pandemic emergencies where it is acknowledged that crisis protocols shift outcome priorities from the individual to the population, creating ethical tension for health professionals who are educated to care for individuals rather than populations. 10 Shifting priorities from individuals to populations may be more acceptable to clinicians when they can see with their own eyes the circumstances that justify triaging patients or allocating scarce resources. But the non-emergency conditions of population health are more challenging, because a clinician cannot directly see the advantages to future patients derived from cost controlling decisions involving current, identifiable patients.
We should welcome efforts that encourage clinicians to avoid tests and treatments that do not improve health and thereby waste valuable resources. We may also find valuable information for shared decision making from analyses based on health benefits measured in QALYs. But we should critically evaluate proposals that assign clinicians the direct double responsibility of meeting the medical needs of patients while simultaneously meeting the economic needs of populations. Instead, we should favour proposals that assign the responsibility of cost control to persons not directly involved in a given patient's care who can attend to the important goals of equity and cost control across a population without conflicting obligations. And we should be sceptical if it is suggested that clinicians can navigate a way through the tension posed by patients and populations by relying on skilful improvisation coupled with mastery of a few decision-making principles. 4 Why should we be sceptical? For two reasons. First, shared decision making between a clinician and patient is a unique process between two human beings who come to the clinical encounter with their individual beliefs, values, and expectations. Clinical decision making is therefore always an individualized process based on specific patient and clinician characteristics. It is not a standardized process, which means it is all the more susceptible to variation for clinical and nonclinical reasons. Second, if clinicians are expected to control costs for populations, they should be expected to do so justly, without favouring 
support such an expectation. We should consider whether the adoption of population health, no matter how well intended, might invite an ethic of cost control that facilitates a shift in attitudes, especially among the emerging generation of clinicians. Such a shift might not only result in the systematic reduction of wasteful or minimally beneficial care; it might also result in a non-systematic reduction of care for some patients because of biases in the individual applications of a general economic imperative.
Population health envisions an expansion of the role of clinicians that is inspired by a desire to improve quality, distribute benefits equitably, and constrain costs. We need not doubt the value of these clinical, ethical, and economic objectives. But we should ask if there is a better alternative to a role-expansion that recasts the clinician as a steward of society's resources. I would suggest that a better approach is to sustain role-fidelity among clinicians and administrators as a means of promoting their respective fiduciary responsibilities to patients and populations.
Apart from uniquely challenging clinical settings where resources are limited and must be immediately allocated, role-fidelity implies that cost-controlling strategies in health care should be developed within a division of labour that separates administrative decisions about access to resources from clinical decisions about the need for those resources. This division of labour holds that clinicians should not attempt to serve simultaneously as advocates for the health of individual patients and as stewards for the economic health of society. It maintains that clinicians should be care providers, not resource allocators -even as it acknowledges that policy decisions based on economic constraints will necessarily limit what forms and amounts of health care patients will be able to receive. Role-fidelity resists inclinations to shift from a primary professional focus on the patient-clinician dyad to what might be called a patient-clinician-population triad.
We ought to support systems of care that encourage clinicians to practice quality-driven, evidence-based, patient-centred, and costeffective medicine. But we ought to do so without placing on clinicians' shoulders a responsibility for controlling health care costs in ways that may decrease their advocacy for individual patients as they increase their advocacy for the greater good of populations. A division of labour allows individual patients to have advocates in physicians, and populations to have advocates in administrators and legislators. Such a separation of roles would likely preserve more trust in patient-clinician relationships as there would be less cause for patients to question what is motivating clinicians' recommendations. As arguments for population health are increasingly promoted and accepted, we should be clear about its goals and the roles it expects clinicians to adopt. And the need for cost control should not by itself be seen as a justification for a roleexpansion that would make clinicians directly responsible for controlling costs through resource allocation at the level of individual patients.
If society imposes on clinicians the expectation of the dual responsibility to serve simultaneously as advocates of patient care and overall cost control, we should watch for an attitudinal shift. In terms of ethics, this shift would represent a movement from the principle of beneficence (focused on the benefit of the patient) to the principle of utility (focused on the maximization of benefits across a population). In terms of goals, this shift would assimilate the economic goal of cost-containment into the set of clinical goals of care that have traditionally guided clinicians' decision making. We should think carefully about the possible unintended consequences that can come with such a shift in attitudes and goals, realizing that what might be measurable as an economic gain could be accompanied by a far-reaching professional loss.
